or subcutaneous nodule with a surface punctum through which cheesy material can be expressed. It commonly affects adult men or women. Chest, back, head and neck region are the most common sites of involvement. [2] On the other hand, MC is a viral infection caused by a poxvirus, subgenus molluscipox virus (MCV), which comprises four genetically distinct viral subtypes. It is characterized by shiny, pearly white, hemispherical, umbilicated papule over skin and mucosa. MC is more common among children. It is common in the head and neck region, followed by flexural areas and the genitalia. [5] Extensive lesions can occur in immunocompromised patients, especially in HIV, patients receiving immunosuppressive therapy, and in atopics. [5, 6] However, our patient was neither atopic nor had history of use of any topical or systemic medication. After entering through the basal epidermis, the MCV starts cellular proliferation and forms lobulated epidermal growths which further compress the papillae and, thus, fibrous septae develop between the lobules. Ultimately, cells at the center of the lesion get destroyed and appear as large hyaline bodies containing eosinophilic, cytoplasmic masses of virus material. [5] Spontaneous regression usually occurs within 1 year due to cell-mediated immune response. Antibody to the virus is present in almost 60% of patients, which suggest the role of humoral immunity Sir, A 12-year-old otherwise healthy boy presented to us with an untreated asymptomatic raised lesion on his shoulder since last 2 years. Initially, the lesion was small which gradually increased to attain the present size. There was no history of atopy. No similar history was present in the family. Cutaneous examination revealed a soft to firm, nontender sessile nodule of 1.5 cm diameter on his shoulder [ Figure 1a ]. The lesion was free from underlying structures. There was no erythema, scaling, or erosion on the surface of the lesion. However, a punctum was seen over the nodule. Rest of the cutaneous or systemic examination was noncontributory. Routine blood examinations were within normal limits. Screening for HIV was negative. Histopathological examination (HPE) of the excised nodule, stained by hematoxylin and eosin [ Figure 1b -d], revealed multiple big to small cystic structures in the dermis. The overlying epidermis was normal with irregular proliferation of rete pegs. The cysts were lined by single-layered granular cells of surface epithelium and contained keratin debris, hair shaft remnants, and eosinophilic globular structures suggestive of molluscum bodies. Molluscum bodies were also seen in the walls of the lining epithelium. There was a sparse inflammatory cell infiltrate consisting of eosinophils, lymphocytes, and histiocytes surrounding the cystic structures. Based on the clinical with HPE findings, a diagnosis of epidermoid cyst (EC) containing molluscum bodies was made.
ECs are lesions that arise from the infundibular portion of the terminal hair follicles. [1] They are usually situated in the dermis and protrude in the epidermis. Although EC may become infected and culture showed growth of bacteria, both aerobic and anaerobic, [2] the occurrence of molluscum contagiosum (MC) within an EC is an extremely rare occurrence. [3] We could find out that the coexistence of MC and EC was first reported way back in the year of 1973. [4] Since its original description, <20 cases have been described in the PubMed and Medline database and most of the previous cases are reported in middle-aged adults. An EC occurs due to plugging of pilosebaceous units. [3] It is an asymptomatic, slow-growing, mobile, dermal in addition. Apart from these, ubiquitin-proteasome system also plays an important role in regression of the lesions. Apoptosis of the virus-infected cells occurs at the end of the regression. [6] Rarely, MCV may infect keratinocytes of the hair follicle infundibulum or inflamed comedones and abscesses. [7] MC within EC in an immunocompetent individual is an extremely rare finding, and till date, only a few cases have been reported in the literature.
Epidermoid cyst containing molluscum bodies in a 12-year-old Indian boy: A chance phenomenon or inducer?
Various hypotheses have been proposed to describe the pathogenesis of occurrence of MC within EC. It can occur due to simultaneous infection of MCV at the time of EC formation or due to invasion of the virus into a preexisting cyst. [3, 7, 8] In addition, it might develop due to infection by MCV of a preexisting hair follicle followed by secondary cystic transformation. [7] The presence of epithelial lining in the cystic wall essentially ruled out the possibility of pseudocystic MC in the present case.
Furthermore, EC can be differentiated histopathologically from sebaceous duct cysts and dermoid cysts by the absence of sebaceous glands in its wall. [1] Surgical excision is the treatment of choice for EC [2] and MC is usually self-limiting. Different modalities of treatment have been suggested for persistent MC which may include curettage, topical trichloroacetic acid, salicylic acid, tretinoin, potassium hydroxide solution, imiquimod cream, and cryotherapy amongst others. [5] In our case, it is unlikely that MCV secondarily infected the already existing EC as there were no adjacent lesions. Rather, we presume that the epidermal cysts formed as a reactive phenomenon to the MCV or both MC and EC developed concurrently as it has already been reported. This probably allowed the MCV to evade the body's cell-mediated immune response and persist for such a long time in an otherwise immunocompetent host. We report here this case because of its extreme rarity and interesting clinical presentation. To the best of our knowledge, this type of cooccurrence has not yet been reported in Indian population. Moreover, such a combination is probably a hitherto unreported occurrence in pediatric population. In this report, we further seek to emphasize the importance of histological examination in the evaluation of cutaneous nodules.
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